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ABSTRACT

Type 2 diabetes continues to affect millions of people every day across the United States.
Uncontrolled blood sugars pose a risk to individuals’ overall health by causing microvascular
and macrovascular changes and ultimately lead to an earlier mortality. One’s blood sugar levels
can be checked at any time, but an individual’s hemoglobin (hgb) A1c is a three-month average
that allows the diabetic to have an overview on how they are managing their diabetes.
Appropriate nutrition and having someone hold the diabetic accountable have proven to limit
these risks by lowering the patient’s hgb A1c. Providers and staff need to do a better job
initiating education on diabetes and nutrition, but continual reinforcement is truly needed to
ensure the patient is living a healthy life. Barriers, such as lack of finances and time, must be
addressed for the patient to find ways to overcome these concerns.
Keywords: Diabetes, hemoglobin A1c, education, nutrition, accountability
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Section One: Introduction

Over 34.2 million Americans are plagued with diabetes, and over 88 million have
prediabetes (CDC, 2020). Eighty-nine percent of people with diabetes are overweight, and 38%
of Type 2 diabetics are also physically inactive. Chronic kidney disease also makes an
appearance in 37% of this population, with fewer than 25% who have moderate-to-severe
chronic kidney disease being aware of their condition. This may be due to inadequate testing
from providers and a lack of patient education. To make matters worse, Type 2 diabetes (T2DM)
no longer affects only older adults, as cases continue to increase especially in today’s youth.
To understand the severity of the problem, one must know that Type 2 diabetes mellitus
is a health condition preventing one’s body from correctly processing glucose (sugar) which is
caused by an inadequate supply of insulin or insulin resistance. As mentioned, Type 2 diabetes
continues to increase: most of the population knows at least one person with the condition, and it
often runs in families. Diabetes is a chronic health concern that can affect one’s life, and
improper management leads to worsening outcomes. Risk factors for T2DM include genetics,
such as a family history of diabetes, being age 45 or older, being overweight or obese, having
hypertension, and having a history of stroke or heart disease, an unhealthy diet, a lack of
exercise, limited resources, and a knowledge deficit (Mayo Clinic, 2021).
The United States Preventive Services Task Force (USPSTF) (2021) believes adults aged
35 to 70 years old who are defined as overweight or obese should be evaluated for diabetes with
interventions starting at the prediabetic level. Evaluation is just the beginning, but it is a step in
the right direction, and diagnosing prediabetes early may help to delay the development of Type
2 diabetes. Since the American Diabetes Association has deemed that T2DM has reached
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pandemic levels, the matter is more urgent than originally anticipated (Unnikrishnan et al.,
2017).
Diabetics with poor glycemic control may spend up to 28% more on their medications
and have a 23% increase in healthcare costs (Mata-Cases et al., 2020). Poorly-controlled
diabetics are also more prone to being hospitalized, with a higher average hospital cost. Their
reduced life expectancy only expediates the need for a solution for the affected population.
Background
The USPSTF (2021) estimates that 13% of adults in the United States have diabetes, with
a total of 34.5% being prediabetic. While the Centers for Disease Control and Prevention (CDC)
2020) estimates only 10% of the United States’ population has diabetes, the CDC is working on
a means to prevent the rise in cases. The National Diabetes Prevention Program from the CDC
helps adults make appropriate life changes and gives them the means to do so through
specifically-designed programs. The CDC (2020) notes American Indians/Alaskan Natives are
most at risk along with people who are overweight and physically inactive.
Some of the probable causes for the rise in diabetes include the fact that developing
countries are experiencing an increase in sedentary lifestyles, less physically-demanding work,
urbanization trends, and increase intake of energy-dense yet nutrient-poor food (Ayele et al.,
2018). In more developed countries, technology continues to improve life in multiple ways
creating an atmosphere where much of the work is now done for the population by machines.
America has become a nation of wanting instant gratification, hence one of the reasons for the
increase in technology, but this desire has also led to changes in the human social environment
and an increase in disposable income allowing fast food to be an easy option for people who are
constantly on the run (Rush & Yan, 2017). Coupled with faster turnover times to produce fruits
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and vegetables and get them to storage or the marketplace and depleted soil reserves, there has
been significant nutrient depletion in these categories of foods.
Diabetes has been known to lead to other health concerns and can set a patient on an
undesired path. Not everyone experiences side effects, but a lack of control of one’s glucose
levels can lead to cardiovascular disease, nephropathy, neuropathy, and retinopathy (Moghetti et
al., 2020). These affect one’s quality of life and can increase a person’s healthcare expenditure.
Financial concerns are a contributing factor of diabetic patients who are attempting to eat
healthier. A study by McBrien et al. (2017) reports patients with an A1c greater than 10
continued to have access to care as they reported seeing their family physician and healthcare
team members more often than the comparison group of patients with an A1c of 7-8%. In the
same study, the patients with an A1c>10 reported more financial barriers, including not being
able to afford care or a healthy diet; however, there were limitations within this study, as those
with the A1c>10 were often under the age of 65 before universal medical insurance was
available to them. Therefore, insurance and nutritional assistance programs can lead to fewer
financial concerns.
Problem Statement
While diabetes is not a new concern, there is often inappropriate management of the
condition. Patients may choose not to follow their regimen, or their body may simply not
respond as expected to the appropriate measures. A lack of education continues to be an obstacle.
Providers need to maintain ongoing follow-up with their patients and monitor when the treatment
plan needs to be adjusted. Therefore, if the providers and patients work together using an
educational plan, there may be an increase in compliance to the regimen and improved results
effectively shown through the patient’s reduced hemoglobin A1c (HbA1c) levels. Educational
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programs tailored to the patient and addressing the needs relating to diet and nutrition may
answer the patient's questions and offer a support system.
Purpose of the Project
The purpose of this evidence-based practice project is to develop an educational program
for healthcare teams to follow up with diabetic patients. The exact cause of diabetes was
discussed along with a nutritional plan to combat high glucose levels. The goal was to have
participants follow a diabetic diet. Their progress was evaluated with HbA1c levels being
obtained before and after the study. The educational program provided an opportunity for
participants to ask questions regarding their treatment goals, ultimately promoting accountability.
Clinical Question
In adult diabetic patients, will education on appropriate nutrition and biweekly
conversations with a DNP student reduce the participants’ hemoglobin A1c in a 12-week period?
Section Two: Literature Review
To have participants follow a recommended healthy eating plan, they must first be educated
on what nutrition encompasses. The purpose of this project was to conduct an educational session,
bi-weekly participant interviews, and data analysis to determine if monitoring one’s diet and
mutually discussing diabetes decreased the participants’ HbA1c in a 12-week period. Therefore,
the following evidence demonstrates the importance of nutrition in managing diabetes.
Search Strategy
Articles describing the importance of diabetic management regarding diet and selfmanagement were searched via the CINAHL database. The terms used to find the literature
included the following: education for diabetics to lower A1c, diabetic diet, systematic reviews
for lowering A1c, and systematic approach how the lower-class can afford diabetic diet. Only
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sources published within the last five years were included. These sources were peer-reviewed
and scholarly articles. Articles relating to type 1 diabetes or those that did not show an
improvement in HbA1c with a controlled diet were discarded for this project’s purposes.
Critical Appraisal of the Evidence
Melnyk’s Hierarchy Level of Evidence was used to evaluate each article. There were 10
Level 1 systematic reviews, one Level 4 case control, one Level 6 qualitative study, and six Level
7 expert opinion. Strengths within the summary of these articles include how proper education on
the diabetic diet can help diabetics lower their A1c (Ayele et al., 2018). With proper knowledge
and the ability to care for their needs, patients have improved control of their diabetes (Constance
& Lusher, 2020; Jain et al., 2020; Mohamed et al., 2019; Yorke & Atiase, 2018). Identifying
dietary behaviors is helpful when discovering any potential barriers (Caperon et al., 2019).
Vanstone et al. (2017) and McBrien et al. (2017) agree that finances can be a barrier to maintaining
a nutritious diabetic diet. Once the diet is better managed, Evert et al. (2019) note that patients may
see their A1c reduced by 2%.
Weaknesses include that some studies were only conducted in one location, making it
difficult to determine if the results are applicable in other regions (Caperon et al., 2019). The term
“healthy” is also very vague and may not be seen in the same manner by everyone. Evert et al.,
(2019) identified that nutrition trials are often falling behind research into other diabetic aspects.
Mohamed et al. (2019) and Ayele et al. (2018) note that bias was a possibility for their studies. In
addition, Vanstone et al. (2017) and Jain et al. (2020) only addressed English-language
publications.
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Synthesis
The articles for this project focused on nutrition, food insecurity, barriers to eating a healthy
diet, and local resources. Individuals may experience problems in one or all of these areas.
Knowing this allows providers to better target the barriers for each patient.
Nutrition
Nutrition is an integral part of managing one’s diabetes; therefore, all members within the
healthcare team need to be educating and reinforcing the appropriate diabetic diet (Evert et al.,
2019). Nutritional counseling focuses on aspects including maintaining a healthy weight for the
individual, monitoring and managing one’s glycemic targets, and improving one’s cardiovascular
risk factors including values related to blood pressure, lipids (cholesterol), and risk of stroke or
heart attack. Developing individualized goals tailors the nutrition program to the patient and their
lifestyle, and the healthcare team can promote foods that are healthy, tasty, and affordable.
Managing prediabetes early can help to prevent or delay diabetes, as noted in three studies
focused on lifestyle intervention. These studies focused specifically on weight loss of at least seven
to 10% of the initial weight (Evert et al., 2019). The Da Qing Diabetes Prevention Study had a
43% delayed reduction in the development of T2DM at 20 years with a reduced mortality rating
for cardiovascular and all-cause deaths (Evert et al., 2019). The Finnish Diabetes Prevention Study
(DPS) revealed a 34% reduction at seven years, and the U.S. Diabetes Prevention Program
Outcomes Study (DPPOS) showed a 34% reduction at ten years and a 27% reduction at the 15year mark (Evert et al., 2019).
Patients should receive ongoing education on healthy eating. Recommendations for their
diabetic diet include eating foods low in sugar, fat, and sodium, yet high in fiber, vitamins, and
minerals (Evert et al., 2019). Highly-processed and refined foods should typically be avoided. One
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meta-analysis study revealed that a greater carbohydrate reduction led to a greater reduction in the
hemoglobin A1c, although the A1c was similar after one year. Patients often lack education that
sugar substitutes are not necessarily a healthy option, but they are considered to be less unhealthy.
The American Heart Association found sugar substitutes may be insignificant in long-term
reduction in body weight or cardiometabolic risk factors (as cited in Evert et al., 2019).
Based on recent systematic reviews, annual blood testing for vitamin B12 is recommended,
especially when the patient is taking metformin because these patients are often lacking this
vitamin (Evert et al., 2019). Applying this information in nutritional education will help the patient
to understand the importance of consuming a diet higher in vitamin B12 or taking a multivitamin.
The use of wine has been noted to significantly lower the risk of diabetes compared to beer or
spirits. Several comprehensive reviews and meta-analyses reveal that moderate intake of alcohol
is better than not drinking at all, as alcohol abstainers are more at risk to develop T2DM compared
to moderate users (Evert et al., 2019).
Examining dietary behaviors gives insight into how patients view nutrition along with
providing understanding on why they make the choices that they do (Caperon et al., 2019).
Individual behavior, including motivational level and cultural norms, is the first aspect noted in a
qualitative data analysis along with the physical environment a person is subjected to pertaining
to food in the house or the workplace. It is easy to take the same concepts learned from one’s
parents and continue in the same eating style that one grew up with. The political environment
focuses on if the government is promoting healthy diets, and socio-cultural aspects including
religion, ethnicity, influences, and traditions may all play a role in how one views and relates to
food. Having a support system can encourage patients to do better. This scholarly project, focusing
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on nutritional education, will provide a supportive structure while introducing positive dietary
changes.
Access to Food
It is not helpful for someone to understand the importance of the diabetic diet if they lack
the finances or access to buy the appropriate foods. For example, a cross sectional study conducted
in Ethiopia revealed that participants often cited lack of knowledge, lack of dietary education, poor
awareness of possible dietary benefits, and the inability to afford the appropriate healthy diet,
which led to overall poor dietary adherence (Ayele et al., 2018). Many of the participants were
eating high sugar foods and diets low in fruits and vegetables. The lack of an official dietary
guideline in Ethiopia continues to compound the problem.
An inability to afford the appropriate nutrition extends beyond Ethiopians to the lowincome populations in America, including the homeless. According to Baggett et al. (2010), the
homeless struggle with food instabilities, and Heinrich et al. (2010) note the inability for them to
easily change their situation, making such dietary changes unattainable (as cited in Constance &
Lusher, 2020). With research on the importance of proper diabetic management, one study
revealed food insecurity (FI) contributes to the rise in T2DM (Najibi et al., 2019). When this
population is unsure of where their next meal may be coming from, the thought of nutrition is no
longer important. Understanding these challenges can help providers to appreciate the mindset and
risk factors for developing T2DM.
Prior research reveals financial insecurity can be affected by one’s age, economic level,
employment status, status within the household, family size, ethnicity, and dietary habits (Najibi
et al., 2019). Lack of security has the potential to lead to other concerns including chronic diseases,
obesity, hypertension, dyslipidemia, cancer, low intelligence levels, and mental disorders,
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especially depression. The insulin resistance and metabolic syndrome can contribute to lower
prolactin and brain serotonergic activity levels, leading to the depression. The insulin resistance is
compounded when the hypothalamus-pituitary-adrenal-neurotrophin axis, neurotransmitters, and
inflammatory markers are in effect worsening diabetes. When food insecurity is a factor, the
individuals may find themselves buying cheaper and dense-calorie foods, which contributes to
obesity and depression. This downward spiral can lead to individuals eating less food or changing
their usual diet, making high-calorie foods a typical choice.
Barriers to Eating a Healthy Diet
Asaad et al. (2015) developed a Perceived Dietary Adherence Questionnaire (PDAQ) to
determine patients’ perception on how to manage their diet (as cited in Ayele et al., 2018). The
results show 87% of the population attributed a lack of knowledge or dietary education to be a
perceived barrier, with 78% being unable to afford the recommended diet (Ayele et al., 2018). A
total of 67% did not believe that the diet was controlling their glucose levels, and 17% cited a lack
of appetite for the recommended diet to be a barrier. About 57% stated they were unable to
remember the recommended diet, leading to a need for handouts or easily-accessible resources,
and 21% claimed it took too long to cook the recommended diet. Lastly, 39% also claimed that
the recommended diet was hard to maintain during social or work events, and stress was evident
in 46% of the surveyed population. Compounding these factors makes it hard for individuals to
stay motivated and strive for a healthier eating lifestyle, but providers can take an active role in
simple education about nutrition and promote straightforward ways to afford and prepare foods.
Vanstone et al. (2017) noted high stress levels can affect one’s priorities related to
managing diabetes. This pertains not only to everyday stress but also to the stress of trying to
manage diabetes as effectively as someone who has the finances to do so. People who eat when
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stressed may find themselves in self-defeating cycles with guilt or depression. Without strong selfmanagement or interpersonal relationships to motivate the patient, they may slip into unhealthy
habits.
With the expansion of technology, there have been mobile health applications, gaming
systems, internet-based interventions, text messaging systems, and computer-assisted education
programs that are helping patients manage their diabetes and ultimately their nutrition; yet all
patients cannot afford these luxuries (Jain et al., 2020). For those who can, these options offer a
great means to track one’s dietary intake. Jain et al. (2020) also mention how language barriers
can disrupt the patient being able to follow the recommended diet plan. When patients manage
their own care, eating habits are noted to improve, which relates back to patients’ overall nutrition
(Mohamed et al., 2019).
Resources
Prior to conducting educational studies, the researcher must determine what the
participants currently know. Within a group of 25 participants, there will be diverse levels of
knowledge and experience. The researcher must discuss topics that everyone can understand. The
participants must be free to ask questions, and the environment must be conducive to learning.
Since the project was conducted in Lynchburg, Virginia, the local resources must be
evaluated. Because federal regulations on food distributions have relaxed, more food is available
at the 18 Lynchburg food pantries (Vickery, 2020). Lynchburg’s largest food pantry, Food for
Families, has since converted from self-service to pre-packaged boxes since the COVID-19
pandemic; however, these boxes include produce, meat, baked goods, dairy products, and nonperishables that are equivalent to a two-week supply of food.
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Federal programs including the Supplemental Nutrition Assistance Program, the
Emergency Food Assistance Program, The Child and Adult Care Food Program, and many others
focus on feeding moms, kids, and seniors, and foster nutrition among their programs (Feeding
America, n.d.). Local food bank resources include the Agape Center, Parkview Community
Missions, Lynchburg Community Action, Lynchburg Area Food Bank, Smyrna SDA Church,
Solid Rock Baptist Church, Hyland Heights Baptist Church, First Assembly of God, Fellowship
Church of Christ, and Fairview United Methodist Church (Homeless Shelters Directory, n.d.).
Parkview Community Missions has a weekly dinner at six p.m. The Salvation Army of Greater
Lynchburg serves hot breakfast and dinner, while the Lynchburg Daily Bread offers hot lunches
365 days a year (Homeless Shelters Directory, n.d.; Lynchburg Daily Bread, n.d.). These are
available options for those who are financially struggling and cannot afford meals. The Lynchburg
Daily Bread (n.d.) notes they are open to anyone in need without questions.
Jain et al. (2020) noted that once patients are informed, they have improved quality of life
and decreased mortality. Shirvani et al. (2021) acknowledge that community-based educational
methods lower one’s chances of diabetes by 46%. With the appropriate education, hypoglycemia
can be limited, and the emotional and psychological burden of diabetes can be minimized with
routine, structured education (Yorke & Atiase, 2018). These reasons demonstrate the need for a
project focused on nutrition to help patients manage their diabetes.
Conceptual Framework
The Iowa Model of Evidence-Based Practice was the conceptual framework used for this
evidence-based research project. The Iowa Model helps guide leaders through the seven
processes, which include identifying the clinical trigger, forming a team, assembling the
research, critiquing the research, developing a plan to implement change, changing policies or
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practices, and monitoring the results (Iowa Model Collaborative, 2017). Permission was obtained
for the use of this model for this study.
Theoretical Framework
In essence, Virginia Henderson’s Model of Care comprises a good summary of the main
accomplishment of this evidence-based project. The theory assumes that the healthcare team is
available to help the patient perform activities to maintain their health or recover from an illness
(Gligor & Domnariu, 2020). Until the patients are able to care for themselves, the healthcare
team must meet their basic needs and help them adhere to the treatment regimen. Henderson’s
model focused on discipline and organizing plans to help patients as the patients are concerned
with the environment around them, identifying their needs, and making decisions.
This model relates to the project because the healthcare team must educate the
participants on the importance of their treatment plan, and they must work together to see
improvement in the participants’ health. After providing education, the participants should be
able to effectively manage their own care and will have a better opportunity to achieve health as
they gain insight to available resources and understand their dietary plan. The healthcare team
minimizes the risk of relapses by consistent follow-up with the participants.
Summary
Evert et al. (2019) notes prediabetes can be delayed or prevented with the appropriate
healthy diet. As more carbohydrates are reduced, the patient’s A1c will be reduced.
Understanding their dietary behaviors and perceived barriers will help the participants recognize
potential problems and seek help earlier (Caperon et al., 2019; Ayele et al., 2018). Providers
must address knowledge from two aspects, including educating participants on the basic
knowledge of diabetes and knowledge pertaining to how to adapt one’s schedule and resources to
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maintain a healthy diet (Vanstone et al., 2017). Resources such as technology may be utilized to
manage one’s daily intake and offer healthy, affordable options (Jain et al., 2020). Many
internet-enabled mobile devices have free applications for tracking one’s food intake along with
suggesting meal plans that may help patients follow through with their dietary changes.
This literature review has shown there is a definite need to continue to empower diabetic
patients. Using an educational program in the primary care setting is beneficial for new diabetics
or for those who have uncontrolled diabetes. Wang et al. (2019) notes programs driven by nurses
instead of doctors have shown the ability to manage diabetes better with more significant control
of the HbA1c. As this project is being driven by a nurse, the patients may experience better
glucose control.
Section Three: Methodology
Design
The Iowa Model guided this evidence-based practice project. The project involved a type
of experimental design that encompassed components of the Plan-Do-Study-Act cycle by
observing the participants’ current control of their diabetes based on their hemoglobin A1c. The
participants in the study had uncontrolled diabetes with a HbA1c > 9. They signed a consent form,
and they were expected to follow the recommended diabetic diet for the 12-week period. The
results were reviewed and presented to the clinic.
Measurable Outcomes
The actual results from the participants were obtained through bloodwork to measure the
participants’ hemoglobin A1c every three months or as often as the participants’ insurance covered
the lab. A glucometer or continuous glucose monitoring system was used to assess the daily
glucose levels. Measuring the participants’ weight was a good indicator of the patient’s diet and
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exercise routine. All of these values gave the researcher insight on if the participant was following
the prescribed regimen.
For the project, the participants were given a pre- and post-test with ten questions to
evaluate their understanding of diabetes, their ability to obtain their resources, and their thoughts
on if education has been beneficial in helping them change their lifestyle (Moran et al., 2020).
While providing the education is the first step, the pre- and post-tests helped to evaluate if the
participants were likely to actively participate in their care when a provider or healthcare staff
member made suggestions to improve their health. Knowledge is power, but a decrease in the
hemoglobin A1c cannot be achieved without the participant agreeing to follow the diabetic care
plan.
Having the pre- and post-tests kept participants accountable (Moran et al., 2020). Since
they completed the tests anonymously, the results were not biased or inappropriately completed.
Therefore, these tests provided reliable results on how the participants were truly feeling and
helped providers know where participants were experiencing barriers. Individual concerns were
addressed during the initial education session and during biweekly telephone conversations, with
the Doctor of Nursing Practice (DNP) student calling to gather the participants’ glucose levels and
recent weight.
Setting
The data points for this project were gathered at a community clinic in Lynchburg,
Virginia. Many underserved populations who experienced medical, financial, and access barriers
to care frequent this clinic, which was opened in 2016 (Carey, 2021). The clinic’s focus is to serve
everyone regardless of age, income, or insurance status. When there is a lack of access to nutritious
food or areas for recreation, diabetes is often more rampant and affects more members in each
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family (Najibi et al., 2019). Due to the fact that the underserved were treated effectively and
without discrimination in this clinic, this was an ideal setting for conducting this project.
The Population
The goal was to enroll 25 participants for this project. These participants had type 2
diabetes with a history of poorly-controlled hemoglobin A1c labs. The participants were at least
18 years or older without regard to ethnicity. While all socioeconomic groups can contribute, this
particular clinic sees more patients within the lower socioeconomic status, which may positively
influence their participation. The DNP student conducting this project was made aware of
qualifying participants who had a hemoglobin A1c >9, and they were chosen at random and
asked if they were willing to participate.
Ethical Considerations
Because this project involved human subjects, the process was evaluated by the
Institutional Review Board (IRB) for approval (Moran et al., 2020). Once the project was deemed
to be safe, the participants were required to sign a consent form to participate in the project and to
share their information with the staff and DNP student assigned to this project. They were notified
of their healthcare rights such as access to their records through the clinic. They were made aware
that all participants were to receive a healthy snack at the educational session.
Data Collection
The participants’ contact information and previous diabetic records were obtained from the
clinic for the DNP student to review. The hemoglobin A1c of each participant obtained prior to
starting the study was the initial data point. Prior to starting the project, the participants signed a
consent form stating their willingness to participate in the study.
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The participants met collectively in a private community center room for a one-hour
PowerPoint educational session at the beginning of the 12-week period to discuss the basics of
nutrition, barriers with access to care, and resources within the community to assist with financial
concerns related to purchasing nutritious foods. Those who could not attend in person were
contacted via telephone or for a one-on-one meeting to discuss the same PowerPoint. The
participants were asked to complete the pre-test (see Appendix F). A one-page handout describing
the basics of a diabetic healthy diet was given to each participant for them to take home or was
mailed to those who could not attend.
During biweekly phone calls, the DNP student asked questions regarding the subjects’
compliance (see Appendix J). The participant’s blood glucose readings, typical food intake, current
biweekly weight, and barriers to care were collected (see Appendix G). The participants were able
to ask questions during these conversations, and the DNP student answered them as appropriate
and encouraged them to maintain the diabetic diet. They were to complete the post-test after the
12-week period. All participants in the study were instructed to reach out to the diabetic educator
with future dietary questions or questions related to other aspects of diabetes including selfmanagement and exercise. The hemoglobin A1c was collected in the clinic at the conclusion of
the study to show that the diabetic diet was effective.
Tools/Equipment
Tools involved for this project at the clinical level included access to an electronic health
record (EHR) and computer, an Excel spreadsheet, a telephone, a clinical lab to process the
participants’ bloodwork, and a provider to interpret the results. The participants signed a consent
form. For the participants, they needed a glucometer, glucose strips, lancets, or the continuous
glucose meter, paper, and a pen. A weight scale was recommended, but if they were unable to
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obtain one, this was not an exclusion from the study. They were to record their weight biweekly,
track their daily glucose readings, and keep a food diary with legible writing on a notepad for easy
interpretation. It was optimal if the participants checked their blood sugar before their three meals
and before bedtime; however, whatever readings they had were recorded.
Pre- and post-tests are typically useful for determining a change in the participants’
education and condition. In prior research, pre- and post-tests have been used to evaluate medical
student’s effectiveness in learning prior to and after the lecture with significant improvement noted
after the lecture (Shivaraju et al., 2017). The same concept applied to this project with the pre-test
being given at the beginning of the study and the post-test given at the end of the 12-week period.
The pre- and post-test for this project (see Appendix F) was ten questions and took the
participant about three minutes to complete. The tests were based on a Likert scale. The questions
were posed to assess the participants’ knowledge about diabetes, access to care and food, and
willingness to change. It was developed based on common barriers noted in diabetics to evaluate
their personal concerns. Because the questions were completed anonymously, the participants were
likely to be more inclined to tell the truth without fear of criticism, making the pre-and post-test
valid options and thereby eliminating any biases.
The one-hour lecture discussed the basics of diabetes: how the condition affects one’s body
and how carbohydrates play a role in glucose levels. The recommended diabetic diet based on the
My Plate was discussed (see Appendix K). The participants were provided a healthy, lowcarbohydrate snack and given fresh vegetables from Fresh RX to take home. Barriers to care such
as a lack of transportation, finances, or self-motivation were addressed. Finally, information on
local food banks and community food resources was discussed. Between the main topics and at
the end of the lecture, the participants were allowed to ask questions of the DNP student.
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Intervention
The purpose of this project was to help uncontrolled type 2 diabetics with an A1c > 9
achieve lower hemoglobin A1c levels. Because human subjects were involved, approval from the
IRB was obtained. The participants were chosen at random from the community clinic, which
serves patients in the lower socioeconomic status. A DNP student gathered the participants’
contact information (telephone number and email) to stay in contact (Moran et al., 2020). The
participants were given a pre- and post-test to evaluate their diabetes knowledge and control (see
Appendix F). A generalized educational plan was established for participants to give them the
knowledge and opportunity to ask questions and achieve better results during the 12-week
timeline.
At the initial education session, the goal was to establish a rapport with the participants and
provide an opportunity to address the major factors involved with diabetes, such as the general
concept, the diabetic diet, and barriers. With their consent, the participants were contacted
biweekly for approximately five minutes to collect updates on their health and adherence to the
prescribed regimen. They were instructed to call the clinic and ask for the DNP student or diabetic
educator if they had questions.
The participants kept logs of their weight, food habits, and barriers and reported these
values to the DNP student during the five-minute biweekly meetings. The researcher tried to tailor
the program to each patient. The participants’ hemoglobin A1c was evaluated at the end of the 12week period if their insurance covered the cost, but otherwise the participants’ average glucose
logs and weight were evaluated.
The provider who oversees the participants, the diabetic educator, and DNP student were
aware of the participants’ progress throughout the project. The DNP student reported any concerns
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or questions the participants had. The project took 12 to 14 weeks to gather the information and
summarize the data.
Timeline
Prior to implementing the project, the consent forms were drawn up along with establishing
the basic guidelines of working with the clinic. IRB approval was obtained. A list of the
participants was gathered from the diabetic educator, and participants were randomly chosen and
contacted to see if they were interested in being part of the EBP project. Once the participants
consented, their names were recorded on a list to contact to request their attendance for the
educational session.
The educational session was held early in the first week of the 12-week project. From then,
there were biweekly telephone calls lasting approximately five minutes about how each individual
participant was managing his or her care. Any hemoglobin A1cs drawn during this period were
evaluated.
At the end of the third month, the collected data was analyzed to determine if there was a
significant difference in the management of diabetes when an educational session is conducted,
and the participants have the DNP student as an accountability partner. Staff were notified of the
project results. It remains unseen if changes will be made in the clinic at this time.
Proposed Timeline
Step 1: Review Scholarly Project Process
Step 2: Design project study with clinic staff and chair
Step 3: Complete CITI Training
Step 4: Develop first draft of the proposal and submit to chair for review
Step 5: Complete final draft of proposal
Step 6: Defend Scholarly Project proposal
Step 7: Obtain IRB approval for proposed project
Step 8: Contact participants and review project/obtain permission for study
Step 9: Initiate Scholarly Project
Step 10: Complete initial draft

November 1, 2021
November 8, 2021
December 17, 2021
December 17, 2021
January 24, 2022
February 1, 2022
March 14, 2022
March 15, 2022
March 21, 2022
June 21, 2022
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Step 11: Submit to editor
Step 12: Request final defense appointment
Step 13: Submit final PowerPoint for defense
Step 14: Final defense
Step 15: Submit to Scholar’s Crossing
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June 24, 2022
By July 1, 2022
By July 20, 2022
By July 25, 2022
By August 8, 2022

Feasibility Analysis
Financially, this cost the clinic little in both time and money. The DNP student conducting
the project did the majority of the work with occasional check-ins with the overseeing provider
and the diabetic educator. A conference room (obtained at no expense) was used for the educational
meeting. While this project only required the HbA1c test to be drawn after the 12-week period, the
providers reviewed the labs more at their discretion to monitor the participants’ overall condition.
The clinic already had the necessary equipment including the EHR, laboratory, and telephone.
Data Analysis
The data analysis revealed if the education and accountability level from the DNP student
was appropriate to lower hemoglobin A1c levels. Descriptive statistics were used to measure and
demonstrate the results, as this is a means to summarize the collected data. The DNP student
discussed with the diabetic educator which participants had uncontrolled diabetes with a HbA1c >
9. Those subjects were asked to participate in the study. If they were agreeable, the pre- and posttests were composed on a Microsoft Word document and given to them. The pre-test was given at
the first in-person meeting prior to the lecture. The post-test was to be mailed in at the end of the
12-week period to determine if the participants had learned anything.
Hemoglobin A1c Reduction
Participants with a higher A1c may see a quicker reduction in their HbA1c compared to
participants with a HbA1c closer to the normal value of <7%, but the participants’ level of
adherence is a crucial factor to consider (Hildebrand et al., 2020). Asking the participants how
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often they complied with the diabetic diet helped to determine their adherence level. The results
of this study provided insight into the importance of nutritional education for diabetic patients.
There is minimal risk for clinics to implement this project.
Diabetic Self-Management Education
By using a pre- and post-test (see Appendix F), the participants gauged their selfconfidence in various aspects related to diabetes. The comparison of these two tests generally
reveals progress within the participants’ perspectives. This project increased their knowledge on
diabetes and adapting to their environment to maintain a healthy diet (Vanstone et al., 2017).
Section Four: Results
A total of 25 people were contacted to participate in the study with only 11 attending or
listening to the information. Two of these participants had just had an A1c drawn prior to starting
the study, and it was 8.4 and 6.9 respectively, so they were excluded since their A1c was <9. Two
participants received the information via telephone, as they were unable to attend the in-person
session, with one of these participants only willing to listen to the section on carbohydrates and
not overall nutrition. One participant came for a one-on-one session, as he had missed the in-person
session. One participant was able to attend the initial educational session, but she was unable to
contribute to the phone call portion of the study due to a lack of response via telephone and her
lack of a response to a mailed letter. However, her progress was still tracked with an updated A1c
during the study. Overall, only six participants had their hemoglobin A1c rechecked at some point
during the study, allowing for a 55% completion rate.
For the nine people who completed some portion of the project, there were three men and
six women with an age range from 30s-60s. All were African American except for one Caucasian.
Of these participants, there were a variety of educational levels from not completing high school
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to a bachelor’s degree. The participants represented a typical range of years since their diabetic
diagnosis: 6-20 years.
Descriptive Statistics
Inferential statistics were used for outcomes 1, 2, and 3 as these were based on the
participant’s opinions at that time, their attendance of the initial session, and participation in
biweekly telephone calls. The conclusion from these measures is that participants appreciated
someone checking in with them about their diet, and some had questions about how to better their
diet. The descriptive statistic that was used for outcome 4 involved the paired T-testing with
matched samples. The same participants were evaluated before and after the interventions to
determine if their A1c was reduced. For the results to be significant, the P value must be <0.05.
While the t-test revealed there was not a significant reduction in the participant’s A1c with the P
value being 0.23, this could have been caused by some not returning to have their A1c rechecked
and various life factors. Evaluating each patient’s individual results reveals more significance.
Figure 1
Hemoglobin A1c Results after the Educational Session and Biweekly Phone Calls

Hemoglobin A1c

17%
17%
66%

Reduced

Stayed the Same

Increased
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Table 1
Specific Patient Results
Initial
HgbA1c

Pt#
1
2
3
4
5
6
Mean
STD

Final
A1c

Difference
9.1
9
0.1
9.4
9
0.4
8.3
7.8
0.5
15
12.5
2.5
10.7
10.9
-0.2
14
14
0
11.08333333 10.53333
0.55
2.775187681 2.374588 0.9894443

Table 2
Determining the P Value
t-Test: Paired Two Sample for
Means

Mean
Variance
Observations
Pearson Correlation
Hypothesized Mean Difference
df
t Stat
P(T<=t) one-tail
t Critical one-tail
P(T<=t) two-tail
t Critical two-tail

Initial
Final
HgbA1c
A1c
11.08333333 10.53333
7.701666667 5.638667
6
6
0.937896148
0
5
1.36159193
0.115734192
2.015048373
0.231468383
2.570581836

Measurable Outcome 1
Upon completion of the project, there were four measurable outcomes, with the first
pertaining to the pre- and post-test. There was an 78% completion rate for the pre-test and a 0%
return rate for the post-tests, as the participants did not mail in their final responses. They had been
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asked to mail them back in, and they were provided an addressed envelope and stamp. Without
any post-test results, there are no recorded responses that their viewpoints on diabetes and their
self-management had changed.
Measurable Outcome 2
Six participants attended the educational session in person (one of whom did not participate
in the biweekly phone calls), one participant came for a one-on-one session, one was contacted via
telephone and given the same PowerPoint information, and one was contacted via telephone, but
he only wanted the PowerPoint information on carbohydrates. Those who attended in-person
received a nutritious snack and fresh vegetables to take home provided from the local resource,
Fresh RX, allowing them to visualize healthier food options. This information is important to use
for future research to determine if group sessions help patients more than one-on-one sessions or
telephone calls. This session functioned as the starting point, and it was important for them to
receive the initial education.
Measurable Outcome 3
Biweekly phone calls were made, and a summary was prepared on each patient as they
responded to the questions from the DNP student. After the educational session, 62% noted that
they were improving in their diabetic management either through changing their diet, exercise, or
mindset. The other 38% noted concerns such as pain preventing them from exercising, a new job
requiring an adjustment to life and sleep routines, and a lack of desire/knowledge to eat healthier.
Measurable Outcome 4
There was progress made during this project as six participants had their A1c rechecked.
The remaining three did not come back in during or after the completion of the study. Of these six,
four participants saw a decrease in their A1c, while one increased slightly, and one stayed the
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same. One of these participants did not complete high school and required the support of a social
worker, and the other one only completed high school. During biweekly conversations, these two
participants struggled to understand the importance of a proper diet.
Section Five: Discussion
This project was beneficial for the participants to be a part of because it provided them
with an educational opportunity to learn more about diabetes and local resources, and it offered
them a type of support system for accountability. With most of the participants showing a decline
in their A1c, this project has proven to help them live healthier lives by better managing their
diabetes. The two participants who did not show improvement may need additional time,
education, and support to collaborate with the people in their lives such as family or the social
worker to ensure everyone is collaborating for the good of the patient.
By making simple changes in one’s diet and keeping track of what one is doing, progress
can be made to live a healthier and happier life. The clinic should benefit by having their patients
take better care of themselves which will require fewer follow-ups and increases in medication,
thereby leading to higher patient satisfaction levels. The participants will see fewer cases of heart
disease, worsening diabetes, and may even report improved circulation. They will not need to be
referred to more specialists as their diabetes will be better controlled.
Limitations included that some participants lacked a weight scale, their own telephone,
money to buy nutritious foods (although they had been given information on where to find some),
a lack of time to answer the biweekly phone calls, or they were due for an A1c prior to the end of
the study. Some of the participants came into the clinic prior to the end of the study, and their A1c
was obtained at that time, which failed to show if the educational session and biweekly calls made
a difference or if the patient had already been trending in the right direction. There was a slight
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bias that some patients did not want much help, as they only were willing to listen to some of the
educational session or did not call the clinic back after the researcher left phone messages. The
final limitation was there was a lack of time for results. While only 67% had a decline in their A1c,
this researcher expects that the majority of the patients would experience a decline if they would
have come in to have their A1c re-evaluated. Based on the telephone conversations, the patients
were eating healthier. Having more time would increase this percentage to reveal the importance
of education. In addition, if this researcher were there every day and was available for the patients
to call whenever, such as a full-time staff member, more lab results and encouragement could have
been provided.
Alternatives for improvement in one’s A1c can be an initial misdiagnosis where 4-12% of
patients have latent autoimmune diabetes (LADA) instead of type 2 diabetes (Willow, 2022). Also,
changing one’s supplement routine can affect the A1c level, as vitamin E can falsely elevate A1c
while vitamin B12 and folic acid can falsely lower A1c, with vitamin C doing either depending on
if electrophoresis was used. Stress can create insulin resistance and increase blood sugars, and this
factor may have changed for patients during the three-month process. Approximately one-third of
diabetics have iron deficiency anemia which is associated with an increased A1c. A lack of sleep
and certain medications including antidepressants, anti-anxiety medications, blood pressure pills,
and cholesterol-lowering medicines can all reduce one’s insulin sensitivity, leading to increased
blood sugar levels. Depending on how the sample was overseen along with any patient history of
liver or renal failure, can cause results to vary (US Dept of Health, 2018).
Sustainability
At this clinical practice, there is already a diabetic educator who is employed and provides
initial education to the patients along with follow-up. However, this educator is involved in many
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other projects at the clinic which takes her time away from solely focusing on diabetes. Hiring
someone else to complete the various projects or hiring another part-time diabetic educator would
allow more time to follow-up with patients either via telephone or in-person.
Proper education and checking one’s A1c is vital to managing diabetes, and these concepts
are sustainable in most clinics. By most of the participants having a lower A1c after education and
biweekly phone calls, this project was deemed successful in helping patients manage their health.
Lessons learned include that there is less setup than what was expected. Most of the participants
did not keep track of their daily carbohydrate intake, and while some knew their daily glucose
readings, others only knew their average. Therefore, in the future, creating daily logs may not be
necessary, as patients can write their blood sugars down on scrap paper. Another lesson learned is
the fact that not everyone responds to telephone calls. Texting, emailing, or mail are viable options.
Dissemination Plan
The dissemination of these results was shown to the diabetic educator and overseeing
provider for their consideration to have more follow-up with the diabetic population at the clinic.
Providers, the diabetic educator, and nurses can all take more responsibility to educate and reeducate patients in this particular clinic and also in all clinics. As noted above, this may take more
time leading to the need to hire more people. Also, strict record keeping would be needed to note
each patient’s weaknesses and strengths so a personal plan could be developed for each patient.
Conclusion
Nutritional education and an accountability system have proven to be beneficial in helping
diabetics manage their diabetes. Once they were informed about how to better care for themselves,
they had knowledge and stronger commitments. Providers and staff should continue to work with
the patient to achieve a reduction in the patient’s A1c, thereby preventing worsening outcomes.
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(Current APA Format)

Ayele, A. A., Emiru, Y. K.,
Tiruneh, S. A.,
Ayele, B. A.,
Gebremariam, A.
D., & Tegegn, H.
G. (2018). Level of
adherence to
dietary
recommendations
and barriers among
type
2 diabetic patients:
A cross-sectional
study in an
Ethiopian hospital.
Clinical Diabetes
and
Endocrinology,
4(21), 1-8.
https://www.proqu
est.com/docview/2
158599754?parent
SessionId=3DFgpx
Sixfi2AxhwSvgNa
klvruB1Wb%2Fkd
3MYQhDTv0U%3
D&pq-

Study Purpose

To assess the
level of dietary
adherence and its
barriers among
patients with
type 2 diabetes
in northwest
Ethiopia (Ayele
et al., 2018).

Sample
(Characteristi
cs of the
Sample:
Demographic
s, etc.)
Patients with
T2DM >18
years old who
visited the
Debre Tabor
General
Hospital in
Northwest
Ethiopia for
follow-up
from August
1-October 30,
2017.

Methods

Study Results

Cross
sectional
study

There was a high rate of
dietary nonadherence
demonstrating the need for
proper education.

Level of
Eviden
ce (Use
Melnyk
Frame
work)
Level 7

Study
Limitations

Self-reported
data can lead to
bias, and the
whole country
cannot be
judged based on
the sample size.

Would Use as
Evidence to
Support a
Change? (Yes
or No)
Provide
Rationale.
Yes, it is
beneficial to
see how
T2DM patients
are viewing
potential
barriers to
their care.
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Study Purpose

Sample
(Characteristi
cs of the
Sample:
Demographic
s, etc.)

“To illustrate the
influence of
multiple
determinants of
behaviour and to
improve
understanding of
these” Caperon
et al., 2019, para
5).

People with
DM and high
blood glucose
levels
including
people of
various ages,
ethnicities,
religions, and
income levels

Methods

Study Results

Qualitative
study

The socio-cultural level is
crucial for determining
dietary behaviors.

Level of
Eviden
ce (Use
Melnyk
Frame
work)

Study
Limitations

Would Use as
Evidence to
Support a
Change? (Yes
or No)
Provide
Rationale.

origsite=summon&
accountid=12085
Caperon, L., Abriti, A.,
Puja, K. C., Kuikel,
J., Newell, J.,
Peters, R.,
Prestwich, A., &
King, R. (2019).
Developing a
socio-ecological
model of dietary
behaviour for
people living with
diabetes or high
blood glucose
levels in urban
Nepal: A
qualitative
investigation. PLoS
One, 14(3),
e0214142.
https://www.proque
st.com/docview/21
97759782?accounti
d=12085&parentSe
ssionId=yW%2B8
%2F%2FNlluE3tP7
Yazh73EIq%2BNx
%2FIjyfmZ2YeVD

Level 6

Limitations
include those
patients were
only recruited
from one
hospital and
were already
receiving
treatment. The
term “healthy”
is also
subjective and
may be viewed
differently
among cultures.

Yes, this
identifies how
people view
their diet.
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Sample
(Characteristi
cs of the
Sample:
Demographic
s, etc.)

Methods

Study Results

Systematic
review

Patients need to have a role
in their own care. Habitat
(2017) cited the United
Nations global survey with
estimating that 1.6 billion
people lack appropriate
living accommodations (as
cited in Constance and
Lusher, 2020). Baggett et al.
(2010) noted that a lack of
family and social support,
mental illness, food and
shelter instabilities, and
unemployment can all make
it difficult to receive care
(as cited in Constance &
Lusher, 2020) They also
lack supplies and prioritize
other concerns over
managing their diabetes.
Two studies revealed an
improvement in blood
pressure, low density

Level of
Eviden
ce (Use
Melnyk
Frame
work)

Study
Limitations

Would Use as
Evidence to
Support a
Change? (Yes
or No)
Provide
Rationale.

qO3s%3D&pqorigsite=summon&
forcedol=true
Constance, J., & Lusher, J.
M. (2020).
Diabetes
management
interventions for
homeless adults: A
systematic review.
International
Journal of Public
Health, 65, 17731783.
https://link.springer
.com/article/10.100
7/s00038-02001513-0

To address any
inequalities or
lack of standards
for people who
cannot afford
diabetic care.

Six studies
addressing the
homeless
population

Level 1

There is a
limited number
of studies
especially ones
showing
improvement in
clinical
outcomes. This
may also not
represent all of
the homeless
population.

Yes, this
article is
important to
assess
concerns for
the homeless
population and
to show how
allowing for
contact with
providers
through means
as education
can help
patients
achieve better
outcomes.
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Sample
(Characteristi
cs of the
Sample:
Demographic
s, etc.)

Methods

Study Results

Level of
Eviden
ce (Use
Melnyk
Frame
work)

Study
Limitations

Would Use as
Evidence to
Support a
Change? (Yes
or No)
Provide
Rationale.

Nutrition trials
continue to lag
behind other
areas of diabetic
research. There
is often
inconclusive
evidence in
knowing
whether soy,
walnut, or flax
are reasonable
replacements

Yes, while it is
just a
consensus to
formulate a
solid opinion,
there are
always experts
needed in the
field, and this
data has been
peer reviewed
and was
formulated
from higher

lipoprotein (LDL)
cholesterol and hemoglobin
A1c (HbA1c) levels, but
only 28 participants had
baseline results available for
one study. One study even
related the improvement in
blood pressures, HbA1c,
and LDL values to the
participants having an
increased contact with
primary care and
management services.
Evert, A. B., Dennison, M.,
Gardner, C. D.,
Garvey, W. T.,
Lau, K. H. K.,
MacLeod, J., Mitri,
J., Pereira, R. F.,
Rawlings, K.,
Robinson, S.,
Saslow, L.,
Uelmen, S.,
Urbanski, P. B., &
Yancy Jr., W. S.
(2019). Nutrition
therapy for adults

Provide
clinicians
evidence-based
practice
guidelines about
individualized
nutrition therapy
for diabetics or
prediabetics.

Adults with
prediabetes,
type 1, or type
2 diabetes

Consensus
report from
randomized
controlled
trials (RCTs),
systematic
reviews, and
meta-analysis
of RCTs

Medical nutrition therapy
(MNT) should be assessed
frequently as it is
fundamental in controlling
diabetes (Evert et al., 2019).
Simply monitoring one’s
diet can lead to a decrease in
the hemoglobin A1c by
almost 2.0%. An overall
improvement in nutrition
can lead to maintenance of
glycemic targets,
achievement of weight
management goals, and a

Level 1
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Sample
(Characteristi
cs of the
Sample:
Demographic
s, etc.)

Methods

with diabetes or
prediabetes: A
consensus report.
Diabetes Cares,
42(5).
https://doi.org/10.2
337/dci19-0014

Hildebrand, J. A., Billimek,
J., Lee., J-A.,
Sorkin, D. H.,
Olshansky, E. F.,
Clancy, S. L., &
Evangelista, L. S.
(2020). Effect of
diabetes selfmanagement
education on
glycemic control in
Latino adults with
type 2 diabetes: A
systematic review
and meta-analysis.
Patient Education
and Counseling,
103(2), 266-275.
https://www.scienc
edirect.com/science

Study Results

Level of
Eviden
ce (Use
Melnyk
Frame
work)

reduction of cardiovascular
risk factors.

To evaluate the
effectiveness of
diabetic selfmanagement
education to
reduce the
HbA1c in T2DM
(Hildebrand et
al., 2020).

There were 23
studies in the
systematic
review with 18
also included
in the metaanalysis that
encompassed
3, 969 Latino
adult diabetic
patients.

Systematic
review

There were greater
reductions in HbA1c when
interventions including
DSME lasted less than six
months and the initial
HbA1c was >8.0.

Level 1

Study
Limitations

Would Use as
Evidence to
Support a
Change? (Yes
or No)
Provide
Rationale.

for high
saturated fat
foods. Barriers
also exist to
implement
referring these
patients to a
nutritionist.

level of
evidence.

This study
specifically
focused on
Latino patients,
and there were
limited
randomized
controlled trials
with just this
ethnicity.

Yes, this
article shows
that when
empowering
patients, it
does not take
lengthy
discussions,
but
interventions
can be quick
and effective.
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/article/pii/S073839
911930415X?via%
3Dihub
Jain, S. R., Sui, Y., Ng, C.
H., Chen, Z. X.,
Goh, L. H., &
Shorey, S. (2020).
Patients’ and
healthcare
professionals’
perspectives
towards
technology-assisted
diabetes selfmanagement
education. A
qualitative
systematic review.
PLOS One.
https://journals.plos
.org/plosone/article
?id=10.1371/journa
l.pone.0237647

Moghetti, P., Balducci, S.,
Guidetti, L.,
Mazzuca, P., Rossi,

Study Purpose
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Sample
(Characteristi
cs of the
Sample:
Demographic
s, etc.)

Methods

Study Results

Level of
Eviden
ce (Use
Melnyk
Frame
work)

Analyzing
patient’s and
healthcare
provider’s
perspective on
technologyassisted diabetes
self-management
education
(DSME) and
understanding
any barriers to its
use.

There were
242 adult
diabetic
patients

Systematic
review

Patients having more
knowledge has led to them
having reduced mortality
and complications and
improved quality of life
with better weight
management and lower
hemoglobin A1c levels.
Lack of patient motivation,
lack of competence with
technology, language
barriers, and poor literacy
were barriers.

Level 1

The purpose is to
review the
literature

There were
866 diabetic
patients

Systematic
review

Consistent aerobic training,
resistance training, or both
for 12 weeks may lower the

Level 1

Study
Limitations

Only English
language
publication
were used, and
many nations
could not afford
such technology
making it not
practical for
every person.
Many of the
studied policies
have not
become part of
the standard of
care. Not all of
the stakeholders
were able to
give their
opinion on the
matter, and this
will play a role
in technology
compliance.
There are
limited RCTs
that discuss

Would Use as
Evidence to
Support a
Change? (Yes
or No)
Provide
Rationale.

Yes, this
article
continues to
show that
knowledge is
power, and
technology
does have
some positive
aspects.

Yes, it offers a
type of
guideline for
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E., Schena, F., The
Italian Society of
Diabetology (SID),
the Italian
Association of
Medical
Diabetologists
(AMD), & The
Italian Society of
Motor and Sports
Sciences
(SISMES). (2020).
Walking for
subjects with type 2
diabetes: A
systematic review
and joint
AMD/SID/SISMES
evidence-based
practical
guidelines.
Nutrition,
Metabolism, and
Cardiovascular
Diseases, 30(11),
1882-1898.
https://www.scienc
edirect.com/science
/article/pii/S093947
5320303598

Study Purpose

showing that
T2DM patients
who walk find it
to be a
therapeutic tool
and therefore
certain
recommendation
s can be made.
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Sample
(Characteristi
cs of the
Sample:
Demographic
s, etc.)

Methods

Study Results

HbA1c by 0.67% compared
to the standard of care.
Walking can also decrease
the diastolic blood pressure,
body mass index, and
HbA1c.

Level of
Eviden
ce (Use
Melnyk
Frame
work)

Study
Limitations

walking as
beneficial for
T2DM.

Would Use as
Evidence to
Support a
Change? (Yes
or No)
Provide
Rationale.
diabetics to
follow a
specified
walking plan.
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Mata-Cases, M., RodríguezSánchez, B.,
Mauricio, D., Real,
J., Vlacho, B.,
Franch-Nadal, J., &
Oliva, J. (2020).
The association
between poor
glycemic control
and health care
costs in people with
diabetes: A
population-based
study. Diabetes
Care, 43(4), 751758.
https://diabetesjour
nals.org/care/article
/43/4/751/35745/Th
e-AssociationBetween-PoorGlycemic-Controland
Mohamed, A., Staite, E.,
Ismail, K., &
Winkley, K.
(2019). A
systematic review
of diabetes self-
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Methods

Study Results

To determine
and compare the
costs of type 2
diabetics with
poor glycemic
control to
healthier
individuals
(Mata-Cases, et
al., 2020).

Type 2
diabetics age
31-90

Cross
sectional
study

Worse glycemic control led
to higher healthcare and
medication costs with a
higher probability of being
hospitalized.

Level 7

The studies
resulted from a
managed health
care system
with insurance
similar to the
United States
with one limited
to
hospitalization
costs. A large
population is
still needed to
be tested.

Yes, this study
shows the
importance of
helping
diabetics better
manage their
care to prevent
extra expenses.

Assessing if
educational
and/or
psychological
diabetes selfmanagement

Adult type 2
diabetics

Systematic
review

The Diabetes Empowerment
Education Program (DEEP)
has led to improved
glycemic control, and the
Diabetes Self-Management
Program (DSMP) has

Level 1

Only published
data was
included which
would lead to a
publication
bias, and there

Yes, it
includes how
managing
one’s care can
lead to

Study Purpose

Level of
Eviden
ce (Use
Melnyk
Frame
work)

Would Use as
Evidence to
Support a
Change? (Yes
or No)
Provide
Rationale.

Sample
(Characteristi
cs of the
Sample:
Demographic
s, etc.)

Study
Limitations
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Study Purpose

management
education
interventions for
people with type 2
diabetes mellitus in
the Asian Western
Pacific (AWP)
region. Nursing
Open, 6(4), 14241437.
https://www.ncbi.nl
m.nih.gov/pmc/arti
cles/PMC6805261/

education
interventions for
type 2 diabetics
in the Asian
Western Pacific
(AWP) region is
effective

McBrien, K. A., Naugler,
C., Ivers, N.,
Weaver, R. G.,
Campbell, D.,
Desveaux, L.,
Hemmelgarn, B.
R., Edwards, A. L.,
Saad, N., Nicholas,
D., & Manns, B. J.
(2017). Barriers to
care in patients
with diabetes and
poor glycemic

“To determine
and quantify the
prevalence of
patient, provider,
and system-level
barriers to
achieving
diabetes care
goals” (McBrien
et al., 2017, para
4).
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Sample
(Characteristi
cs of the
Sample:
Demographic
s, etc.)

Adults with
HbA1c ≥ 7
within Calgary,
Alberta

Methods

Cross
sectional
study

Study Results

improved patient-health
provider relationships,
communication, selfefficacy, eating habits, and
led to less depression. High
intensity programs
involving 10 hours or more
had better results. No
specific model works best,
but the self-efficacy model
is often used. Hands-on
sessions were proven to be
more effective than didactic
approached according to
Norris, Engelgau, and
Narayan (2001) (as cited in
Mohamed et al., 2019).
Individuals with poor
glycemic control reported
more financial barriers than
those with an A1c 7-8%

Level of
Eviden
ce (Use
Melnyk
Frame
work)

Level 7

Study
Limitations

Would Use as
Evidence to
Support a
Change? (Yes
or No)
Provide
Rationale.

is no analysis of
long-term
effects because
everything was
less than 12
months of
follow-up data.

healthier
patients.

Certain ethnic
groups may be
underrepresented, and
language
restrictions may
be limiting
vulnerable
patients from
regularly
accessing care.
The results may
be specific to

Yes, it
addresses
financial
concerns in
adherence to
the
recommended
diet.
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control—A crosssectional survey,
PLoS One, 12(5),
e0176135.
https://www.proqu
est.com/docview/1
893857869?accoun
tid=12085&parent
SessionId=q8pyp0
5XwGMCOzLYK
SaPn%2FtrvGyKK
APbnvAcBwTkzV
M%3D&pqorigsite=summon&
forcedol=true
Najibi, N., Firoozi, R.,
Shahrezaee, S.,
Eshraghian, M.,
Daneshi-Maskooni,
M., & DorostyMotlagh, A.
(2019). Food
insecurity is an
important risk
factor for type 2
diabetes: a casecontrol study of
new referrals to the
University clinics,
Shiraz, Southern

Study Purpose
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Sample
(Characteristi
cs of the
Sample:
Demographic
s, etc.)

Methods

Study Results

Level of
Eviden
ce (Use
Melnyk
Frame
work)

Study
Limitations

Would Use as
Evidence to
Support a
Change? (Yes
or No)
Provide
Rationale.

the region.
Other aspects
such as sleep,
employment,
and activity
levels were not
considered.

To assess food
insecurity,
socioeconomic
status, and
depression as
risk factors for
T2DM (Najibi et
al., 2019).

There were
135 type 2
diabetic
patients and
135 control
patients
without
T2DM.

Case-control
study

Food insecurity was 66.7%
in T2DM, but it was only
41.5% in non-diabetics.
T2DM also has risk factors
of depression, a body mass
index ≥ 25 kg/m2, having
children under the age of 18,
and having ≥4 children.

Level 4

Some
limitations
include that the
calculation of
incidence or
absolute risk are
often not
allowed in casecontrol studies.
Slow sampling
with selecting
newly
diagnosed
patients and
specific clinics

Yes, this study
shows the
importance of
educating
patients on
where they can
attain food
because
worrying
about their
next meal or
the type of
meal can
worsen their
T2DM.
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Sample
(Characteristi
cs of the
Sample:
Demographic
s, etc.)

Methods

Study Results

Level of
Eviden
ce (Use
Melnyk
Frame
work)

Iran. BMC Public
Health, 19, 885.
https://bmcpubliche
alth.biomedcentral.
com/articles/10.118
6/s12889-0197236-9
Rush, E. C., & Yan, M. R.
(2017). Evolution
not revolution:
Nutrition and
obesity. Nutrition,
9(5), 519.
https://www.proque
st.com/docview/19
10601336?parentSe
ssionId=gHjIEB%2
Fv82xPALjBj%2FJ
kvwtXyOUecl%2F
5YNwjndicloA%3
D&pqorigsite=summon&
accountid=12085
Shirvani, T., Javadivala, Z.,
Azimi, S.,
Shaghaghi, A.,
Fathifar, Z., Bhalla,
H. D. R. D.,

There were
discussions on
how to improve
food supply and
literacy to help
the economy.

New Zealand
adults

Expert
opinion

There needs to be a better
understanding on what
consumers want from
nutrition and how diabetes
and other health problems
can be managed through
improved food supply and
the reversal of obesity.

Level 7

To estimate the
needed change
for communitybased education
and how to

There were
2,096
individuals
assessed at 30
and 36 months

Meta-analysis

The health belief model is
helpful to identify
behavioral concerns or
activities that may worsen
or improve diabetes.

Level 1

Study
Limitations

can affect
results as the
participants are
likely to be
selected
equally, and
some patients
will not
cooperate.
An official
study was not
conducted, but
expert opinion
discussing
nutrition and
obesity was
addressed.

Studies were
conducted after
the event which
caused a high
reliance on the

Would Use as
Evidence to
Support a
Change? (Yes
or No)
Provide
Rationale.

Yes, this
article is
beneficial for
background
information to
understand
why obesity is
on the rise and
why nutrition
is so
important.

Yes, it shows
there has been
several studies
done proving
the benefits of
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Abdekhoda, M.,
Nadrian, H. (2021).
Community-based
educational
interventions for
prevention of type
II diabetes: A
global systematic
review and metaanalysis. Systematic
Reviews, 10(81).
https://systematicre
viewsjournal.biome
dcentral.com/article
s/10.1186/s13643021-01619-3

Vanstone, M., Rewegan, A.,
Brundisini, F.,
Giacomini, M.,
Kandasamy, S., &
DeJean, D. (2017).
Diet modification
challenges faced by
marginalized and
nonmarginalized

Study Purpose
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Sample
(Characteristi
cs of the
Sample:
Demographic
s, etc.)

Methods

minimize the
risks with
diabetes

To describe and
interpret the
barriers to diet
modification
from T2DM
patient’s
perspective with
specific attention

Study Results

Level of
Eviden
ce (Use
Melnyk
Frame
work)

Compared to control groups,
the intervention group with
community-based
educational methods had
46.0% lower risk of
diabetes. Fasting blood
sugar (FBS), A1c, body
mass index (BMI), waist
circumference (WC), and
blood pressure were
reduced.

There were
120 relevant
studies
published
between 2002
and 2015 to
recognize
these barriers.

Systematic
review and
meta-analysis

Dietary changes have a
major impact on patients’
lives, and barriers including
self-discipline, emotions,
social significance of food,
and family and social
support systems are
important to assess. Those
with fewer socio-material

Level 1

Study
Limitations

gathered data.
There was also
a low number
of studies which
made it hard to
relate to
different
theoretical
frameworks.
Other kinds of
diabetic
interventions
were not
compared to
these
educational
interventions.
Only English
language
studies were
used.
This study
focused on
Englishlanguage
reports and
resource-rich
nations.

Would Use as
Evidence to
Support a
Change? (Yes
or No)
Provide
Rationale.
educational
programs
along with
theory-based
frameworks.

Yes, it allows
the researcher
to see aspects
that T2DM
consider as
barriers.
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adults with type 2
diabetes: A
systematic review
and qualitative
meta-synthesis.
Chronic Illness,
13(3), 217-235.
https://journalssagepubcom.ezproxy.libert
y.edu/doi/full/10.1
177/174239531667
5024?utm_source=
summon&utm_me
dium=discoveryprovider&
Wang, Q., Shen, Y., Chen,
Y., & Li, X.
(2019). Impacts of
nurse-led clinic and
nurse-led
prescription on
hemoglobin A1c
control in type 2
diabetes: A metaanalysis. Medicine,
98(23), e15971.
https://oce.ovid.co
m/article/00005792

Study Purpose
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Sample
(Characteristi
cs of the
Sample:
Demographic
s, etc.)

Methods

on social
marginalization.

“To evaluate the
impacts of nurseled clinic and
nurse-led
prescription on
hemoglobin A1c
(HbA1c) control
in type 2
diabetes” (Wang
et al., 2019, para.
1).

Study Results

Level of
Eviden
ce (Use
Melnyk
Frame
work)

Study
Limitations

Would Use as
Evidence to
Support a
Change? (Yes
or No)
Provide
Rationale.

resources may feel isolated
from others making the
same changes with
resources.

There were 17
randomized
controlled
trials with
2,701 patients
in these
studies.

Systematic
analysis

Nurse-led clinics show
better control of diabetes
with more significant
control of the HbA1c than
doctor-led care. However,
nurse-led prescription is
comparable to doctor-led
prescription. Nurse-led care
involves establishing
individual care plans and
providing knowledge for
diabetic patients. Many
countries have allowed for
more nursing-driven

Level 1

There was
diversity among
the randomized
controlled trials.
Only two nurseled prescription
trials were
included, and
more RCTs are
needed.
Developing
countries have
the majority of
T2DM patients,

Yes, it shows
the importance
of the whole
healthcare
team working
together for
the patient.
Nurses are
able to have a
larger role in
the care of
their patients.
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cs of the
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Methods

-20190607000061/HTML
Yorke, E. & Atiase, Y.
(2018). Impact of
structured education
on glucose control
and hypoglycaemia
in Type-2 diabetes:
A systematic review
of randomized
controlled trials.
Ghana Medical
Journal, 52(1), 4160.
https://www.ncbi.nl
m.nih.gov/pmc/articl
es/PMC6026942/

Study Results

Level of
Eviden
ce (Use
Melnyk
Frame
work)

operations, and this would
likely include nurse
practitioners.
To find the
effectiveness for
Structured
Education in
Diabetes
Management
(SEDM)

Adult type 2
diabetic
patients

Systematic
review

There is a positive influence
on glycemic control and the
prevention of hypoglycemia
in type 2 diabetics when a
structured education routine
is utilized. To minimize the
psychological and emotional
burden that diabetes can
bring, patients who develop
coping skills and can
incorporate SEDM adapt
better.

Level 1

Study
Limitations

but the RCTs in
these countries
is limited in
quality.
It was done on a
predominately
Caucasian
population
making it hard
to decipher if it
would work
well for all
ethnicities.
Long-term use
of SEDM has
not been
adequately
studied. Also,
all available
search engines
were not used,
and Englishlanguage
literature was
the focus.

Would Use as
Evidence to
Support a
Change? (Yes
or No)
Provide
Rationale.

Yes, there is
much
compiled
evidence
showing
improvements
in diabetics
with the use of
SEDM.
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Appendix C: Letter of Organizational Support
November 30, 2021
To whom it may concern,
I give Taylor Henry, DNP student at Liberty University, permission to conduct a scholarly research
study project at the Community Access Network in Lynchburg, Virginia to manage Type 2 diabetic
patients with a focus on education and advocacy.
Sincerely,
Teresa Page, DNP
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Appendix D: Iowa Model Permission

Permission to Use The Iowa Model Revised: Evidence-Based Practice to Promote
Excellence in Health Care
Kimberly Jordan - University of Iowa Hospitals and Clinics
<surveybounce@survey.uiowa.edu>
Wed 10/27/2021 10:15 PM
To: Henry, Taylor N (Nursing) <tnhenry@liberty.edu>

You have permission, as requested today, to review and/or reproduce The Iowa Model
Revised: Evidence-Based Practice to Promote Excellence in Health Care. Click the link
below to open.

The Iowa Model Revised (2015)

Copyright is retained by University of Iowa Hospitals and Clinics. Permission is not
granted for placing on the internet.
Reference: Iowa Model Collaborative. (2017). Iowa model of evidence-based practice:
Revisions and validation. Worldviews on Evidence-Based Nursing, 14(3), 175-182.
doi:10.1111/wvn.12223
In written material, please add the following statement:
Used/reprinted with permission from the University of Iowa Hospitals and Clinics,
copyright 2015. For permission to use or reproduce, please contact the University of Iowa
Hospitals and Clinics at 319-384-9098.
Please contact UIHCNursingResearchandEBP@uiowa.edu or 319-384-9098 with
questions.
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Appendix E: Participant Consent

Title of the Project: The Importance of Education in the Management of Diabetes
Principal Investigator: Taylor Henry, BSN, RN, Liberty University
Invitation to be Part of a Project Study
You are invited to participate in a study. To participate, you must be at least eighteen years old
and be a type 2 diabetic with a hemoglobin A1c >9. You must be able to read, write, and speak in
English. You must not be a student or faculty member of Liberty University’s School of Nursing.
Taking part in this project is voluntary.
Please take time to read this entire form and ask questions before deciding whether to take part in
this project.
What is the study about and why is it being done?
The purpose of the study is to provide participants with an educational program that is established
by healthcare professionals to promote accurate information. The study will show if diabetics can
lower their hemoglobin A1c when they receive education and have the registered nurse acting as
an accountability partner. Helping diabetics live a healthy life and manage their diabetes is the
ultimate reason behind this project.
What will happen if you take part in this study?
If you agree to be in this study, I will ask you to do the following things:
1. Strive for a diabetic diet and increased activity levels
2. Record your blood sugar results daily for the next 12 weeks.
3. When applicable, record your weight at the beginning of the study, at least every two
weeks, and at the end of the project.
4. Attend monthly educational sessions either in-person or through Microsoft Teams
5. Discuss results with the primary researcher at some point every two weeks through
telephone calls.
How could you or others benefit from this study?
The direct benefits participants should expect to receive from taking part in this study are having
their hemoglobin A1c lowered with possible weight loss and improved overall health.
What risks might you experience from being in this study?
The risks involved in this study are minimal.
How will personal information be protected?
The records of this study will be kept private. Published reports will not include any
information that will make it possible to identify a subject. Records will be stored
securely, and only the researcher will have access to the records. Data collected from
you may be shared for use in future studies or with other researchers. If data
collected from you is shared, any information that could identify you, if applicable,
will be removed before the data is shared.
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Participants will be given a number once they have completed their initial questionnaire.
Their future responses will be categorized under that number rather than their name to
keep their information confidential. Participant sessions will be conducted in a location
where others will not easily overhear the conversation.
The data from the participants will be done on paper, and the paper copies will be kept on
site under lock up at the clinic. The information will also be logged and stored on a
password-locked computer. After three years, the data and electronic records will be
deleted.
Recordings will not be used for this project, but the participants are able to write down
the information from the educational sessions.
Confidentiality cannot be guaranteed in focus group settings related to the educational
sessions. While discouraged, other members of the focus group may share what was
discussed with persons outside of the group.

How will you be compensated for being part of the study?
At the end of the study, each participant will receive a healthy snack bag. Email addresses will be
requested for compensation purposes; however, they will be pulled and separated from your
responses to maintain your anonymity.
What are the costs to you to be part of the study?
To participate in the study, you will need to pay for expected costs including transportation to
attend the monthly educational sessions, or you can attend the Microsoft Team’s meeting. You
will need to have your hemoglobin A1c reassessed during the study. When possible, it is ideal to
own a weight scale to measure your weight at least every two weeks. Finally, you will need to
have something to write down your daily blood sugars to report to the researcher.
Does the researcher have any conflicts of interest?
The researcher serves as a teaching assistant at Liberty University. To limit potential or perceived
conflicts, students or faculty in Liberty University’s School of Nursing will not be permitted to
participate in this study.
Is study participation voluntary?
Participation in this study is voluntary. Your decision whether or not to participate will not affect
your current or future relations with Liberty University or the Community Access Network. If you
decide to participate, you are free to not answer any question or withdraw at any time without
affecting those relationships.
What should you do if you decide to withdraw from the study?
If you choose to withdraw from the study, please contact the researcher at the email
address/phone number included in the next paragraph. Should you choose to withdraw, data
collected from you [apart from educational session data] will be destroyed immediately and will
not be included in this study. [Educational session data will not be destroyed, but your
contributions to the educational sessions will not be included in the study if you choose to
withdraw.]
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Whom do you contact if you have questions or concerns about the study?
The researcher conducting this study is Taylor Henry. You may ask any questions you have now.
If you have questions later, you are encouraged to contact her at tnhenry@liberty.edu. You may
also contact the researcher’s faculty sponsor, Teresa Page, DNP at (434) 200-3366.
Whom do you contact if you have questions about your rights as a project participant?
If you have any questions or concerns regarding this study and would like to talk to someone other
than the researcher, you are encouraged to contact the Institutional Review Board, 1971
University Blvd., Green Hall Ste. 2845, Lynchburg, VA 24515, or email at irb@liberty.edu.
Disclaimer: The Institutional Review Board (IRB) is tasked with ensuring that human subjects
research will be conducted in an ethical manner as defined and required by federal regulations.
The topics covered and viewpoints expressed or alluded to by student and faculty researchers are
those of the researchers and do not necessarily reflect the official policies or positions of Liberty
University.
Your Consent
By signing this document, you are agreeing to be in this study. Make sure you understand what
the study is about before you sign. You will be given a copy of this document for your records.
The researcher will keep a copy with the study records. If you have any questions about the study
after you sign this document, you can contact the study team using the information provided above.
I have read and understood the above information. I have asked questions and have received
answers. I consent to participate in the study.
____________________________________
Printed Subject Name
____________________________________
Signature & Date
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Legally Authorized Representative Permission
By signing this document, you are agreeing to the person named below participating in this study.
Make sure you understand what the study is about before you sign. You will be given a copy of
this document for your records. The researcher will keep a copy with the study records. If you
have any questions about the study after you sign this document, you can contact the study team
using the information provided above.
I have read and understood the above information. I have asked questions and have received
answers. I agree for the person named below to take part in this study.
_________________________________________________
Printed Subject Name
_________________________________________________
Printed LAR Name and Relationship to Subject
_________________________________________________
LAR Signature
Date
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Appendix F: Pre- and Post-Test

For the questions below, circle the answer that best applies with 1=Strongly Disagree, 2 =
Disagree, 3=Neither agree nor disagree, 4=Agree, and 5=Strongly Agree.

Your cultural background
or childhood shaped how
you view food and
exercise
You understand how
diabetes affects your body
You have access to
healthy food options
You feel supported in your
diabetes journey
You achieve an adequate
amount of exercise
You consider yourself to
be a healthy person
You understand how your
medications work
You feel you can ask your
provider questions
without judgment
You know how to manage
your diabetes with
confidence
You check your blood
sugar at least daily.
You eat a well-balanced
diet

Strongly
disagree

Disagree

Neither
agree nor
disagree

Agree

Strongly
agree

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5
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Appendix G: Participant Daily Logs
Biweekly Breakfast
Weight
Glucose
Day 1
Day 2
Day 3
Day 4
Day 5
Day 6
Day 7

Daily
Lunch
Dinner Bedtime
Carbohydrate
Glucose Glucose Glucose
Count

Barriers to Meeting
Goals

EDUCATION IN DIABETES

68

Appendix H: Participant Questionnaire
Name: _______________________________________________________________________
Phone number: ________________________________________________________________
Email: ________________________________________________________________________
Age: _________________________________________________________________________
Race: _________________________________________________________________________
Socioeconomic status: ___________________________________________________________
Do you have insurance? __________________________________________________________
Your level of education: __________________________________________________________
Current weight: _________________________________________________________________
Do you have high blood pressure, heart problems, kidney problems, high cholesterol, or a low
functioning thyroid gland? If so, please circle which ones apply to you.
How long have you had diabetes? ___________________________________________________
Does anyone in your family have diabetes? ___________________________________________
Do you have someone who holds you accountable with your health? _______________________
What measures have you tried to help manage your diabetes? ________________________
How often do you check your blood sugar? ___________________________________________
What type of blood sugar device do you have? ________________________________________
Do you currently receive food from a food bank? ______________________________________
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Appendix I: Script for In-Person Meeting
Introduction of the DNP student’s title and purpose of the project
Education on what diabetes is on an 8th grade level
Brief mention of various ways to treat diabetes including medications and exercise
Discussion focusing on how nutrition affects the way one’s body manages glucose
Describe sample foods that are nutritious and low in carbohydrates (The participants can assist in
naming these foods).
Discuss the Diabetic My Plate (see Appendix K)
Expectations for the participants throughout the project
Ensure the participants know how to check their glucose levels
Describe benefits on following a diabetic diet
Make sure questionnaires have been completed
Establish time of bi-weekly phone calls and final in-person meeting
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Appendix J: Script for Talking with Participants on Biweekly Calls
Describe your eating habits over the last two weeks?
Would you say you are striving to eat healthier foods with less carbohydrates?
Have you lost any weight since the last time we talked about two weeks ago?
Have you been exercising?
Are you checking your blood sugars?
How often do you check your blood sugar?
What has your blood sugar been?
Are you meeting your personal health goals?
Do you have any questions?
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Appendix K: Diabetic My Plate Handout

Non starchy Vegetables
 Asparagus
 Broccoli
 Brussel sprouts
 Cabbage
 Green beans
 Salads
 Tomatoes
 Zucchini
Lean Proteins
 Chicken or Turkey
 Lean cuts of beef
 Eggs
 Cheese

Carbohydrates
 Brown rice
 Whole grains
 Fruit
 Beans
 Starchy vegetables
(acorn squash,
potato, pumpkin)

Low Calorie Drinks
 Unsweetened tea
 Unsweetened
coffee (Can use
sugar substitutes)
 Flavored water or
sparkling water
 Diet soda

Plant-based proteins
 Beans
 Nuts
 Tofu
 Hummus

References: ADA: https://www.diabetesfoodhub.org/articles/what-is-the-diabetes-plate-method
CDC: https://www.cdc.gov/diabetes/managing/eat-well/meal-plan-method.html

